EACH YEAR, CDC'S ADVISORY COMMITtee on Immunization Practices (ACIP) reviews the recommended childhood immunization schedule to ensure that it is current with changes in manufacturers' vaccine formulations, has revised recommendations for the use of licensed vaccines, and has recommendations for newly licensed vaccines. This report presents the recommended childhood immunization schedule for 2002, which has remained the same in content since January 2001 1 but has a redesigned format (Figure 1) .
The format of the 2002 schedule is based on a design developed by the Minnesota Department of Health immunization program; the recommendations and format have been approved by ACIP, the American Academy of Family Physicians, and the American Academy of Pediatrics. The new design highlights the importance of catch-up vaccination, the preadolescent visit, the preference for administering the first dose of the hepatitis B vaccine series at birth, and three vaccines for selected at-risk groups. The importance of assessing whether children aged 24 months-18 years require any catch-up vaccination is emphasized by the use of hatched bars. The schedule also underscores the visit at age 11-12 years when immunization status should be reviewed and all necessary vaccines administered.
Hepatitis B Vaccine
The schedule indicates a preference for administering the first dose of hepatitis B vaccine to all newborns soon after birth and before hospital discharge. Administering the first dose of hepatitis B vaccine soon after birth should minimize the risk for infection because of errors in maternal hepatitis B surface antigen (HBsAg) testing or reporting, or from exposure to persons with chronic hepatitis B virus (HBV) infection in the household, and can increase the likelihood of completing the vaccine series. Only monovalent hepatitis B vaccine can be used for the birth dose. Either monovalent or combination vaccine can be used to complete the series. Four doses of hepatitis B vaccine, including the birth dose, may be administered if a combination vaccine is used to complete the series. In addition to receiving hepatitis B immune globulin (HBIG) and the hepatitis B vaccine series, infants born to HBsAgpositive mothers should be tested for HBsAg and antibody to HBsAg (anti-HBs) at age 9-15 months to identify those with chronic HBV infection or those who may require revaccination. 2
Vaccines for Selected Populations
The area below the dashed line ( Figure  1 ) displays certain vaccines recommended for use in selected populations. High-risk children aged 24-59 months should receive catch-up pneumococcal conjugate vaccine (PCV) doses, if indicated. 3 Pneumococcal polysaccharide vaccine (PPV) is recommended in addition to PCV for certain high-risk groups. 3 The recommendation to administer annual influenza vaccine to high-risk children also appears on the schedule. 4
Vaccine Supply
As a result of the vaccine supply shortage, deferral of some doses of tetanus and diphtheria toxoids (Td), diphtheria and tetanus toxoids and acellular pertussis vaccine (DTaP), and pneumococcal conjugate vaccine (PCV) has been recommended [5] [6] [7] ; health-care providers should record patients for whom vaccination has been deferred and should contact them once the supply has been restored.
Vaccine Information Statements
The National Childhood Vaccine Injury Act requires that all health-care providers give parents or patients copies of Vaccine Information Statements before administering each dose of the vaccines listed in the schedule. Additional information about Vaccine Information Statements is available from state health departments and at http:// www.cdc.gov/nip/publications/VIS. Detailed recommendations for using vaccines are available from the manufacturers' package inserts, ACIP statements on specific vaccines, and the 2000 Red Book. [2] [3] [4] 8 ACIP statements for each recommended childhood vaccine can be viewed, downloaded, and printed from the CDC National Immunization Program at http://www.cdc.gov /nip/publications/ACIP-list.htm; instructions on the use of the Vaccine Information Statements are available at http://www.cdc.gov/nip/publications /VIS/vis-Instructions.pdf. The measles vaccination strategy recommended by PAHO includes a one-time national "catch-up" campaign for all children aged 1-14 years, routine "keep-up" vaccination for infants aged 1 year, and national "follow-up" campaigns every 3-5 years for all children aged 1-4 years, regardless of measles vaccination history. 5 Thirty-nine (95%) of the 41 countries that report to PAHO conducted catch-up campaigns during 1989-1995 and follow-up campaigns since 1994. Routine coverage increased from 80% in 1994 to 94% in 2000 but varied by country from 75% to 99%; coverage was lowest in Colombia (75%), Haiti (80%), Belize (82%), Venezuela and Costa Rica (84%), Guyana (86%), Jamaica (88%), and the Dominican Republic (88%). Vaccination efforts also have been focused on populations at high risk for measles transmission (e.g., health-care workers, military personnel, teachers, university students, workers in the tourist industry, persons living or working in prisons and large factories, and young adults from rural areas who have moved to cities) in Argentina, Bolivia, Chile, the Dominican Republic, Haiti, Peru, Uruguay, and Venezuela. 6 During January-mid-November 2001, a total of 423 confirmed measles cases were reported in the Americas, the lowest number of cases for the first 46 weeks of any year since implementation of the eradication program in 1996 and a 65% decrease compared with the 1,202 cases reported during the same period in 2000 ( Figure 2 ). The number of cases reported annually has decreased substantially since the resurgence that occurred in Argentina and Brazil during 1997. 7 In 1998, a total of 14,332 confirmed cases were reported from 17 (41%) of the 41 PAHOreporting countries. In 1999, a total of 3,209 confirmed cases were reported from 11 countries, 78% fewer cases than in 1998 and 94% fewer than in 1997. 7, 8 The 1,754 cases reported during 2000 was the lowest number since the goal to interrupt measles transmission was set in 1994 ( Figure 1 ). 7 During 1999-2000, a total of 528 confirmed measles cases were reported in the Dominican Republic. During January-mid-November 2001, a total of 113 (27%) of the 423 confirmed cases in the region were reported from 18 provinces. The highest attack rates occurred among children aged Ͻ5 years (range: from two cases per 100,000 children aged 1-4 years to 18 cases per 100,000 children aged 6-11 months), children aged 5-9 years (one case per 100,000), and adults aged 20-29 years (two cases per 100,000). As of November 17, 2001, a total of 1,097 suspected cases of measles have been investigated; the last pa-tient with a confirmed case of illness had symptom onset during May 2001.
Progress Toward
In Haiti, no confirmed cases were reported during 1998-1999. In 2000, an outbreak probably caused by measles imported from the Dominican Republic began in Artibonite; 992 (57%) of 1,754 confirmed cases in the region were reported. From January 2000 to April 2001, fixed-post vaccination campaigns for all vaccines were conducted nationwide; coverage ranged from 45% to 65%. A house-to-house vaccination campaign was conducted in the most affected neighborhood of the country, Delmas, Port au Prince, interrupting transmission in that municipality. During January 1-mid-November 2001, Haiti reported 158 (37%) of the 423 confirmed cases in the region; 49% of the cases occurred among children aged Ͻ5 years. A nationwide house-tohouse poliomyelitis and measles vaccination campaign began in September 2001. Active case finding is under way, including house-to-house surveillance in all municipalities and a $100 reward for identifying laboratoryconfirmed cases. No confirmed measles cases have been reported since the end of September 2001. 9 In Venezuela during 2000, an outbreak of 22 confirmed cases among preschool and school-aged children occurred in Zulia, the most populous state, which borders Colombia. During January-June 2001, eight cases were classified as clinically confirmed, and during August-mid-November, 30 confirmed cases linked to an importation from Europe were confirmed ( Figure  2 ). Of these 30 cases, 19 occurred in two municipalities in Falcon and 11 occurred in two municipalities in Zulia. Seventeen (57%) occurred among children aged Ͻ5 years, 12 (40%) among persons aged 22-45 years, and one among a child aged 8 years. Among children aged Ͻ5 years, two (12%) had received measles vaccine.
Following the recommendations of a PAHO-sponsored evaluation of Venezuela's National Immunization Program, the government is implementing a nationwide, house-to-house, 
CDC Editorial Note:
The World Health Organization (WHO) has estimated that 777,000 children died as a result of measles during 2000. During 1997-1998, approximately 100 measlesrelated deaths were reported in Argent i n a a n d B r a z i l , m o s t a m o n g unvaccinated infants and preschoolaged children. Vaccinating poor children against measles substantially improves their long-term chances for survival. 10 During 1990-2000, implementation of national vaccination and surveillance programs reduced measles incidence by 99%. 5 Haiti and Venezuela are the last countries in the Americas where measles is endemic.
Surveillance data and results of molecular testing by PAHO's measles laboratory network demonstrate that measles can be imported to measlesfree countries from countries where measles is endemic; therefore, all countries in the region must continue to implement vaccination and surveillance strategies. All countries in the Americas must maintain the highest possible population immunity (i.e., Ն95% among infants and children) and must strengthen surveillance to detect importations. In addition, countries must target vaccination efforts to susceptible adolescents and young adults who are at risk for exposure to measles.
In all countries of the Americas, the elimination of measles will require improving technical and managerial capabilities such as maintaining the cold chain and the local capacity to plan and conduct vaccination campaigns on a regular basis (once every 3-5 years). In countries that report adequate routine coverage, local data need to be verified to identify areas where coverage persists at low levels. Even so, ongoing transmission of measles probably would be detected in the Americas as a result of intense surveillance and active case finding at health-care centers in high-risk communities. PAHO is implementing standard supervisory instruments for monitoring vaccination coverage, investigating measles outbreaks, and validating routine surveillance. In addition, experience in the Americas has demonstrated that houseto-house vaccination is the most efficient method of vaccinating persons living in high-risk and hard-to-reach areas. During measles outbreaks in Haiti and Bolivia, door-to-door vaccination was essential in reaching target coverage levels.
The importations of measles virus in the Americas during 2001 underscore the importance of controlling measles in other regions of the world; therefore, PAHO has encouraged other WHO regions to accelerate their measles control programs. In March 2001, WHO and United Nations Children's Fund (UNICEF) announced a joint initiative to decrease by 50% the number of global measles deaths by 2005. This is an important step toward a concerted effort to accelerate global measles control.
